Miss S W, aged 17 History: The patient presented in July 1968 with a 5-week history of lethargy and night sweats associated with a swinging fever of 99-102°F (37-39°C). She had lost 14 lb (6.3 kg) in weight.
She had stayed for six weeks in Ceylon from July to September 1967. During this time she was bitten by insects and her legs became swollen. She had flown to Colombo via Rome, Cairo and Bahrain and returned via Bombay and Teheran. No stop was for longer than 50 minutes. Treatment and further management: Ten doses of sodium stibogluconate (Pentostam) 0.6 mg daily were given by i.v. injection. No side-effects were observed. Her fever subsided after 48 hours and she became completely apyrexial from the tenth day of treatment. The hoemoglobin rose to 12.2 g/100 ml with a reticulocytosis of 15.8 % and platelets increased to 132 000/mm3. She was discharged from hospital and was requested to keep a temperature chart. Two months after therapy she again became feverish and the pancytopenia recurred. A 25-day course of sodium stibogluconate was given and the pyrexia settled to normal by the thirteenth day. She has had no further recurrence and remains well.
Comment
Our particular interest was in where the patient had contracted the disease. Kala azar has not been reported in the native population of Ceylon who have never left the island. We knew that our patient had been bitten in Ceylon and felt it unlikely that she had been bitten during her short transit stops en route. However, the fact that she relapsed after the initial 10-day course of sodium stibogluconate suggests that she had acquired the Mediterranean or Sudanese strain which tends to be more resistant to therapy and requires longer treatment.
Sir Robert Drew said that it was just possible that this patient had acquired her infection in Ceylon but it was perhaps more likely that she had been bitten by infected sandflies at airports when her plane landed in the Middle East on her way to and from Ceylon. March 1966: He presented to the Rheumatology Department with a six-month history of swelling and pain in the right knee and right ankle and pain in the chest. There was a four-month history of painful swollen hands, relieved by prednisolone 10 mg daily. He was receiving treatment with thyroxine 0.2 mg daily following the onset of hypothyroidism. Treatment with aspirin and reduction of prednisolone produced a good response but he has required intermittent low doses of prednisolone since.
Rheumatoid Laryngitis
Since 1965 he has suffered attacks of shortness of breath with production of small quantities of mucoid sputum about once yearly but between attacks has no respiratory symptoms.
July 1972: He complained of hoarseness, present for two months, not relieved by antibiotics. He was referred for laryngoscopy when a benign polyp was removed from the right vocal cord. Postoperative progress was satisfactory.
Present condition: He remains working as a selfemployed builder and decorator. There is moderate pain and swelling of hands and feet but other joints are asymptomatic at the moment. Respiratory function tests show forced expiratory volume in one second/vital capacity 1.55/1.65 and peak flow 300 litres/min, compatible with the clinical diagnosis of subacute fibrosing alveolitis secondary to rheumatoid disease. Chest X-ray shows elevation of left diaphragm and patchy shadows (Fig 1) . X-rays of hands show an erosive arthritis (Fig 2) . Latex test positive, Mantoux test positive at 1/100. Histology of laryngeal biopsy (Fig 3) : 'Specimen shows areas of fibrinoid necrosis in the connective tissue of the cord with surrounding histiocytes and plasma cell infiltration. Some palisading of histioctyes is seen. In some areas there is foreign body giant cell reaction around the fibrinoid foci. No fungi or acid-fast bacilli 
Comment
This complication of rheumatoid disease is -not mentioned in standard textbooks ofrheumatology or otorhinolaryngology (e.g. Hollander 1972 , Scott-Brown 1971 . Tuberculosis has been excluded by many sputum cultures and lack of strong positive tuberculin test. There is no clinical evidence of sarcoidosis. The erosive arthropathy would not support a diagosis of sarcoid and a previous lymph node biopsy showed no evidence of this diesease. Kveim test was, not performed as the patient was taking prednisolone. His hypothyroidism is well controlled. It seems highly likely that the laryngeal lesion is indeed a rheumatoid nodule.
